Employer Report of Industrial Injury or-Occupational Disease ; ^ 

EmDlover: We use your information for important decisions on this claim Provide this information online at: www.EmploverROA.Lni.wa.aov. 
or fax the completed form to (360)902-6690, or mail to: Department of Labor & Industries. PO Box 44291. Olympia, WA 98504-4291 

t. Name and title of person completing form . 2 Employee 3Claimnumber 

KCTUbUr WARREN JOHN PETERSON HHBH 

4. Name of business 

C&um y f\{dr t>i *-r£«ci lo 

5 6 Employee’s job title 

fme 

7. Business mailing address 

P-O.BPX911 

Ea*7 Ol* Mprr*- WA O 

8 Date of injury or Iasi occupational exposure 9. Date reported i o. Time reported 

P ,2^/201*1 5 ,20. ,2.0 5'. 3o 

ji. Describe in detail how the incident occurred 

tHlCff wove J&nCLC(*OU»C*(CL*')TQ 

MkC < { ±4 toner* tat*f : e*&3c£r ■ 

K6 A N6u) PiQC Twe- 0\^Tr^6.T putet****^ 

Kt*0 V4A* ©A A-1 6f 6*4*1 

^errUAU*^ htfulM 

«. r b uuv>or4 £>m UvJY 12- AT SGLKUM . 

12. Business location (if different from mailing address) 

OLty MPl f* W A 

13 Business phone 

3(,o.4Al. 5533 

14. Was this injury caused by a faulty machine orptoduct or someone who is not 
your employee? □ Yes □ No 0'rossibly 

IS UBI: CflOl'40 

16 . Body part(s) injured cr exposed - include side of body 

R'fcttq L^b, f2uC-K7 

17. L&l account ID: Zu'+'OO 

is Employee's risk classification code: C>l 

19. Do you question the validity of this daim? □ Yes 0 "no 

20. Employee is: 

□ owner □ partner □ volunteer 

□ corporate shareholder/director/officer 

□ optional LSI coverage elected B'none of the above 

21. Employer comments or concerns aboul this claim 

22 Does business have a manbme function? 

□ Yes Q^o 

23. Were you contnbubng to this employee's and/or family's health ca^ benefits 
(medical, dental andfor vision insurance) on date of injury? 0»es □ No 

24. Rate of pay: $ 9474. If 

□ hour Delay Dweek 0month □ other: 
Hours per day _ Jf_ Days per week . 5_ 

25 How much dd you pay for medical, dental an^vision coverage? $ \2&3. md * 

Per Dhour Qday Dweek [Umonth □ other: 

26 Date medical, dental, and vision coverage ends U ^? /J 7$*** * AJA7 ,qU 

27. Average daily earnings from □ piecework □ bps 
or □ commissions $ V/A— 

28 Is temporary light duty work available dunng recovery? [u}^es □ No 

29. All bonuses pa d 12 months prior to injury S *J/A 

33. Employee missed time from work? □'Yes □ No 

Last date worked S t2t+i2oiq 

Date returneo to work I*a* o 

3i. Who can we contact about light-duty return to work? 

Name Acirf^r f\<LC C*n6I* 

Phone (3fro) 

32. Do you pay wages/salary if employee is off work 7 
□ Yes' B^o 

Type of pay: Q regular wages/salary □ paid time off 
□vacation Q sick [^contractual 0other e*€c- 

‘Kepi on sasiy (wage replacemecl benefits) eith/des vacation pay. sick 
iffflve. holiday pay. pad lime off, or simrier types of corrpensaticn 

33. List any witnesses 

LSvAlAii i \Al$P |^UC£ oast 

34. Did the employee die? □ Yes 



Complete online at www.EmploverROA.Lni.wa.Qov 

Or, fax completed form to (360) 902-6690, or mail to: Department of Labor & Industries, PO Box 44291, Olympia, WA 98504*4291 































